Management of emergency care Background:
Background
Rectal prolapse is an uncommon disorder of unclear origin and tends to be more frequent in women and in those with chronic constipation, excessive straining, and psychiatric disorders. Over 100 procedures have been described for the treatment of rectal prolapse [1] . Surgery may be carried out through an abdominal or perineal approach and may involve excision, fixation, or plication of the prolapse. Recurrence rates are higher with a perineal approach, and abdominal procedures are more commonly performed in fit individuals [2] .
Strangulated rectal prolapse is a rare emergency [3, 4] . In this situation the irreducible ischemic bowel needs excision and this can only be achieved through a perineal approach. The aim would be to excise the affected bowel together with any bowel redundancy to prevent recurrence. However, this may be difficult to assess, particularly in the context of thick edematous tissues encountered in case of strangulation. We report the second case in the literature of the use of laparoscopy to assess bowel redundancy during surgery for strangulated prolapse and propose this approach to reduce the recurrence rate [5] .
Case Report
A 39-year-old, mentally disabled, wheelchair-bound woman, living in a rehabilitation center, presented to the Emergency Room with a 6-hour history of acute onset of painful perineal mass. She had a history of chronic constipation, as well as bleeding per rectum associated with rectal prolapse for which she had undergone a recto-sigmoidectomy (Altemeier's procedure) 2 months previously.
Her vital signs were within normal limits and on examination there was minimal lower abdominal tenderness with no distension or peritoneal signs. Perineal examination showed a 10-cm irreducible strangulated sigmoid prolapse ( Figure 1 We decided to perform a perineal resection of the strangulated bowel under laparoscopic guidance. A lone-star anal retractor was used and a full-thickness excision was carried out with the meso-sigmoid divided with a LigaSure device. A trans-umbilical incision was made and a 10-mm camera port was inserted. Laparoscopic exploration showed no bowel redundancy, and a straight colon going down to the anus (Figure 2 ). The specimen was removed and a tension-free handsewn colo-anal anastomosis was performed using interrupted 3/0 Vicryl sutures. There were no intra-operative complications.
The postoperative course was uneventful and the patient was discharged on the 6th postoperative day.
Discussion
Complete rectal prolapse or procidentia is a circumferential, full-thickness descent of the rectum out of the anus. The spectrum of associated disorders linked with the putative pathophysiology ranges from anatomical factors, including a defect in the pelvic fascia or intussusception of the rectum, to functional abnormalities such as impairment of resting and voluntary sphincter activity, decreased functional rectal capacity, impaired continence, and puborectalis dysfunction. A prolapse occurs when the connective tissue attachments of the rectum are loosened and stretched, thus allowing the tissue to protrude through the anus [6] .
Patients with a history of incontinence associated with rectal prolapse should be evaluated preoperatively with anal manometry, ultrasonography, and pudendal nerve terminal motor latency to assess anorectal anatomy and function prior to repair [7] . True rectal prolapse should be distinguished from rectal mucosal prolapse and hemorrhoidal disease. Reports of rectal prolapse in the literature are usually small series with short follow-up, and describe a wide variety of surgical techniques [8] . The surgical treatment of rectal prolapse can be carried out either through an abdominal or perineal approach. These 2 approaches have been shown to be similar in postoperative morbidity, but the perineal approach has a higher recurrence rate. Functional results depend on the type of technique used [2] .
As regards recurrent rectal prolapse, surgical outcomes are less favorable, even at relatively short follow-up intervals. In fact, recurrence rates up to 50% have been reported [9] . A recent systematic review was unable to propose a treatment algorithm due to the lack of randomized trials, variety of surgical techniques, and heterogeneity within the studies [10] .
In case of emergency with strangulated irreducible prolapse, the only available option is a perineal excision of the prolapse, performing a recto-sigmoidectomy (Altemeier's procedure). This procedure in the elective setting is associated with a recurrence rate up to 60%, and this seems to be higher in stapled anastomosis and shorter excised bowel length [11] . The length of the specimen seems to be a pivotal element in reducing recurrence rate. However, bowel redundancy cannot be easily assessed, especially in case of strangulation where the thickness and edema of tissues may cause underestimation of the length of sigmoid to be excised. The addition of laparoscopy allows direct visualization of the length of the colon, carrying out bowel mobilization if needed to assist perineal excision. In elective operations, laparoscopic assistance may allow conversion to an abdominal approach with rectopexy, with or without resection.
Only 1 previous case of laparoscopic-assisted perineal rectal prolapse surgery has been reported in the literature. In this case, the patient had undergone 2 previous Altemeier's procedures. As in our case, laparoscopy showed no sigmoid colon redundancy, and the bowel pulled straight towards the pelvic floor without tension [5] .
Conclusions
The use of laparoscopy during perineal approach for rectal prolapse is a novel technique. Laparoscopy provides direct assessment of bowel length and redundancy, and allows mobilization when needed, helping the surgeon determine the extent of bowel resection needed. This approach could potentially reduce recurrence rate in both elective and emergency conditions. However, more studies on a larger number of patients are needed to clearly establish its role.
